pulses are blocked, giving rise to high degree partial block and to intermittent periods of prolonged ventricular asystole. Although Mobitz The need for distinction between the two types of second degree A-V block with respect to their underlying pathology and their clinical significance is critical when A-V block develops acutely in the course of recent myocardial infarction: In our experience, recent posterior (inferior) wall infarction associated with reversible ischemia of the A-V node or common bundle, or both,10 as a rule leads to type I A-V block (Wenckebach periods), whereas anteroseptal infarction associated with an irreversible lesion (necrosis) of the bifurcation, or the bundle branches or both,10 usually leads to type II second degree A-V block (stable P-R interval, block of two or more successive atrial impulses) or complete (antegrade) A-V block (slow, unstable idioventricular pacemaker). Complete A-V dissociation developing in posterior (inferior) wall infarction is frequently due to the concomitant acceleration of an A-V junctional pacemaker and should not be classified as complete A-V block.12 The erroneous equation of "third degree" or complete A-V block and complete A-V dissociation has caused confusion regarding both prognosis and management of A-V block in recent myocardial infarction. A-V block associated with posterior (inferior) wall infarction as a rule does not produce prolonged asystole and tends to subside spontaneously. In our experience, artificial pacing has been unnecessary except (1) 
